Objective: We appraised the differences and similarities in awareness, attitude, beliefs, misconceptions and the various high-risk behaviors that influence the rate of infectiousness of HIV/AIDS among African American (AA) women in two unequal US inner-city communities of Baltimore, Maryland and Dover, Delaware.
INTRODUCTION
A number of studies have revealed significant health status disparities among U.S. populations by race/ethnicity, socioeconomic, age and gender [1] . These inequalities, which mostly affect the US poor and ethnic minority populations, accordingly, are multidimensional, and include such factors as poverty, life on the street, inaccessibility to health care, differential use of health services, poor health knowledge and inadequate health education [2] [3] [4] . Eliminating these disparities, which is one of the cornerstones of the US Healthy People 2010/2020 national health objectives [5, 6] , requires new approaches, knowledge and attitudes about the determinants of diseases and effective interventions for their prevention and control. Recent statistics have revealed sustained higher rates of HIV/AIDS and other sexually transmitted infections (STIs) incidence and prevalence among African-American women, and the *Address correspondence to this author at the Department of Health Studies, College of Health Sciences, Chicago State University, 9501 South King Drive/BHS 423, Chicago, IL 60628-1598, USA; Tel: (773) 821-2594; Fax: (773) 995-3284; E-mail: pbassey.williams@csu.edu lack of specific baseline data on knowledge, misconceptions, attitude/feelings, beliefs and behavior of the women towards HIV infections [7] [8] [9] . Such baseline data are important for planning and implementing evidence-based competent HIV/AIDS health promotion and disease intervention programs for African-Americans, the inner-city poor and other US minority communities.
Studies have shown that although African-American women constitute about 13.9% of the US female population, they account for over 68% of all HIV cases among women in the nation [9] [10] [11] [12] . The present study which presents a cross-sectional survey approach utilized an ethnogender-specific instrument (AKFBQ) to assess the level of understanding, feeling/attitude, myths and misconceptions, and the various high-risk behavioral factors that influence the mortality, spread and rate of infectiousness of HIV/AIDS among African American women in the two inner-city American communities of Baltimore, Maryland and Dover, Delaware. The second objective of the study was to determine the impact of AIDS education and promotion intervention practices being conducted by communitybased organizations on the African American women in the two unequal inner-city American communities. The cognitive, attitudinal and behavioral differences observed for these two potential target groups may underscore the importance of studying the characteristics and behavior of adolescents and young adult females from other ethnic groups and economic dimensions regarding HIVAIDS rates of infectiousness and mortality across US populations.
Need for the Study
African-American women have historically been impacted by a number of social and status factors including income and occupation [10, 11] . In the public health sector, this trend of low priority tends to continue despite the myriad of preventable health problems, including HIV/AIDS, facing the women and their children. Presently, AIDS is the leading cause of death among African-American women, aged 25 to 44 years [11, 12] . In 2009, for example, African-Americans women accounted for 64% of all HIV+ females and over 50% of women with fully diagnosed AIDS in the nation. Also in the same period, the African American community with only 13.5% of the US population accounted for 20,187 (50%) of the estimated 40,608 new HIV diagnoses in the 33 states with long-term, confidential name-based HIV reporting [12, 13] . The rate of AIDS diagnoses for African American adults and adolescents was 10 times the rate for whites and nearly 3 times the rate for Hispanics, while the rate of AIDS diagnoses nationally for African American women remained at 23 times the rate for White females [13, 14] .
Furthermore, although the rate of new HIV infections have stabilized among most racial and ethnic groups in the US, in recent years, persons of color have continued to experience more HIV related illnesses, shorter survival time, and higher mortality rates irrespective of age, gender and socioeconomic status [10, 11] . African American women are by far more affected by HIV infections, with incidence rates being nearly 15 and 4 times higher than those for White and Hispanic women, respectively [12] [13] [14] . Therefore, it is against these backgrounds that we conducted this cross-sectional survey utilizing an ethnogender-specific instrument (AKFBQ) to assess the level of understanding, feeling/attitude, myths and misconceptions, and the various high-risk behavioral factors that influence the spread and rate of HIV/AIDS infectivity among African American women in the two inner-city American communities of Baltimore, Maryland and Dover, Delaware. The cognitive, attitudinal and behavioral differences observed for these two target groups may underscore the importance of studying the characteristics and behavior of adolescent, young adult, and adult females from other ethnic groups and economic dimensions regarding HIV infection rates and AIDS mortality across US populations.
METHODOLOGY Design
This was part of a larger cross-sectional 2003/2004 tri-state ethnogender HIV/AIDS assessment of African American women in Southern and Mid-Atlantic regions of the United States [9] . The two locations, Baltimore, Maryland, a major metropolis (population: 697,000; 59% African Americans) and Dover, Delaware, a smaller urban center (population: 139,000; 42% African Americans), respectively, formed the two inner-city communities for this study, conducted between 2009 and 2011. Age distribution, ethnic characteristics, educational levels, earlier research experiences, and the characteristics of HIV/AIDS distribution among the subjects were variables of interest used in selecting the study sites. Manpower availability and collaborative compatibility were also considered in the sites selection.
These two cities were selected because current data from these sites (Baltimore, Maryland and Dover, Delaware) also revealed high disparities in HIV infections among African-American women compared to their Caucasian counterparts. Percent ratios of HIV incidence rates between African-American and White females in these study areas currently stand at 8:1 and 5:1 respectively [14] [15] [16] . The Baltimore City Health Department (BCHD) once maintained that in every 8 hours, someone in Baltimore is infected with HIV [17, 18] .
In the State of Delaware, the HIV/AIDS case mortality rate for African-American women is much higher than the national average and is 21 times the rate for Caucasian women in the state [14, 16] . Further, although the city of Baltimore, accounts for less than 15% of Maryland's total population, it is home to over 50% of HIV-infected persons in the State [15, 17] . Recent epidemiologic data indicate that African Americans represent over 89% of all HIV-related infections in Baltimore with more than 1 in 100 adolescent males being HIV positive. Among the newly HIV diagnosed females, 68.5% reported heterosexual exposure while 29.7% of the infections were contracted through injection drug use [17, 18] . Thus the epidemic nature of the HIV infections among African-Americans in these two unequal urban communities underscores the African American females' physical, emotional and socio-cultural vulnerability to HIV/AIDS.
Selection Criteria and Data Collection
We recruited our sample from sorority organizations, schools and colleges, clubhouses, shopping malls/beauty solons, neighborhood health centers and women clinics. Women found at these locations were contacted by graduate research assistants who introduced themselves and the survey, and asked if the individuals might be interested to participate in the study. Those interested were then screened to determine their eligibility to participate. Participants were considered eligible for the study if they were: non-white or non-Hispanic black females between the ages 18 and 60 years, (b) were residents of predominantly African American inner-city neighborhoods of Baltimore, Maryland and Dover, Delaware and (c) have been sexually active in the previous 12 months.
A 50-item ethnically-sensitive and gender-specific HIV/AIDS survey instrument originally developed by Dancy [19] for assessment of individual and community HIV/AIDS knowledge, attitude/feelings and high-risk behavior in urban communities, was used for the study. The instrument was slightly modified to reflect current accepted knowledge, attitude and behavior about HIV/AIDS. Items on knowledge were scaled on a "TrueFalse-Don't Know" format. The option of "Don't Know" was included to reduce the probability of guessing, as guessing may cause some variation in performance from item to item, which tends to lower the test reliability [20] . Those for sexual behavior/practices assessment had "Yes," "No" and "Not-sure" options. Items subscale assessing attitude/feelings; and attitude toward condom use, utilized a 5-point Likert scale ranging from 1 (Strongly Disagree/Very Unlikely) to 5 (Strongly Agree/Most Likely) with the midpoints representing ambivalent responses. Four HIV/AIDS experts reviewed the modified questionnaire items for appropriateness and scientific accuracy of the contents. The final instrument which comprised three major areas: AIDS knowledge (24 items), attitude/ feelings toward HIV/AIDS/condoms use (14 items), and sexual behavior/practices (12 items), was pilot-tested on 30 African American women for reliability. The internal consistency reliability coefficients for knowledge, attitude, and behavior of the instrument, respectively, yielded Cronbach's alphas of 0.74, 0.81 and 0.76, and were high enough to meet our study criteria.
To assess the respondent's attitude and feelings about HIV/AIDS and related high-risk behavior, we also considered mediating variables from current theories of health behavior, including: (1) the predisposing factors to engage in sexual relationship, (b) personal and partners' attitudes towards safer-sex, (3) perceived susceptibility to HIV/AIDS and (4) personal assertiveness and communication skills with sex partners [21] . Other assessment components included participants' demographic information on age, marital status, education and income dimensions. The final instrument was administered to the subjects by questionnaire/personal interview method by graduate student assistants who had been duly trained in oral interview techniques. It took about 30-35 minutes to administer the instrument to the participants.
Study Sample
Four hundred sixty-eight (n=468) African American females from the two unequal urban communities of Maryland and Delaware voluntarily participated in the study. Nineteen participants were later excluded from the study because of eligibility issues and incomplete data, leaving a sample of 449 for final analysis. The subjects whose ages ranged between 18 and 60 years were from varied socioeconomic and occupational backgrounds, but excluded members of medical and public health professions. They were heterogeneous with only two common defining characteristics -being female, and African American. This was to allow for subgroup analysis and understanding, should differences exist between the groups. Distribution of subjects by study sites shows Baltimore (Metro-urban site) with 236 (52.6%) of the females, while Dover (Smaller urban) had 213 (47.4 %) of the participants. All participants signed informed consent forms as required by the Institutional Review Board (IRB) for protection of human subjects. Adolescent participants from high schools and their parents were, respectively, required to sign separate consent forms to participate in the research. Participants were also informed of the minimal risk associated with the study, assured of confidentiality and told that they could withdraw from the study at any time.
Data Analysis
Data were entered into a spreadsheet and later exported to SPSS version 17 for analysis [22] .
Descriptive statistics (frequencies, means, and standard deviations) were used to describe the variables of interest. To identify specific gaps in knowledge, an analysis was undertaken on each question to identify those that were consistently answered correctly and/or wrongly. Data were analyzed by contingency tables, except for t-tests as appropriate for continuous data (for example, age). Cross tabulations were run on demographic variables and respective sexual responses, HIV/AIDS attitudinal statements on high-risk sexual behavior and, attitude towards condom use. Chi Square (X 2 ) tests were used for bivariate relationships between these factors as well as for differences in proportions and for other categorical variables. A one-way Analysis of Variance (ANOVA) was used to test the mean differences in respondents' awareness or knowledge scores between and within the study sites. The Fisher's exact test was used when the minimum expected frequencies were less than five in a 2 x 2 table. All statistical tests were two-tailed and = 0.05 or less was considered significant.
RESULTS

Sociodemographic Analysis
Four hundred six-eight (n = 468) African American females from the two un-identical urban communities (size & population) of Maryland and Delaware voluntarily participated in the study. Four percent (4.0%) of the participants were later excluded from the study due to incomplete data and underage exclusion criteria, leaving a sample of 449 (a 95% response rate) for the final analysis. Distribution of subjects by study sites shows Baltimore with 236 (52.6%) of the females, while Dover had 213 (47.4 %) of the women. Table 1 summarizes the socio-demographic characteristics of the study group. Of the 449 respondents, none indicated homosexual or bisexual tendencies. Most respondents (81.7%) were aged 18 to 36 years. Approximately three-quarters of the respondents (74.8%) were single and never married, 15.4% were married, 3.8% were separated, and 6% were either divorced or widowed.
Furthermore, when the study sites were taken singly, sample median age distributions (in years) differed slightly among the subjects, with 30.0 and 27.6 years, respectively, for Baltimore and Dover urban sites. The median age for the entire population was 28.8 years. There were no differences among the socioeconomic groups in income distribution, as majority of the subjects in the two unequal urban sites were either at or below poverty level. Unemployment was higher (53.0%) among the Baltimore inner-city respondents compared to 45.1% for Dover subjects. Further, Dover respondents exhibited a higher literacy rate than Baltimore subjects (as determined by level of education) with over 54% & 14 % of the subjects attending or have completed four or more years of college, respectively, versus 32% & 13% for Baltimore. Non-high school graduates also varied significantly in favor of Dover with 14%, vs. Baltimore, 26%, respectively, not completing high school. Table 2 illustrates subjects' knowledge of HIV/AIDS and related behavioral high-risk factors by age, level of education, marital status, income and employment dimensions. We found very low level of knowledge about HIV/AIDS among the subjects in the two unequal urban communities. Overall, older respondents aged 40 to 44, 45-49 and 50-55+ years scored more in the awareness test and were higher than those of the rest of the population. The differences in these scores were statistically significant (P < 0.001). Further, Dover (smaller urban) residents were more likely to score higher in the awareness test than Baltimore residents (35.4 vs. 28.1, p < 0.001). Specifically, Dover residents aged 30 years and above consistently had higher knowledge scores and were more knowledgeable about HIV/AIDS than their counterparts in Baltimore metropolis. These differences were statistically significant (p < 0.001) except for those aged 35-39 (p = 0.320). Hence age was associated with the respondents' HIVIAIDS awareness in the two unidentical urban communities. Accordingly, level of education, and employment status were significantly correlated with the subjects' level of knowledge in both the larger and smaller urban communities of Baltimore, MD and Dover DE. Subjects attending college or had completed four or more years of college in the two urban communities scored more in the knowledge section than those who had completed or did not complete high school. Level of education was significantly correlated with the subjects' level of knowledge in the two urban communities (p < 0.05). Again, across all educational categories, residents of Dover were more likely than their Baltimore counterparts to have higher knowledge about HIV/AIDS and risk factors. Except for those who did not complete high school, those differences were also significant (p < 0.001). Statistically significant differences were observed among the employed in Dover compared to those of Baltimore (36.7 vs. 28.6, p < 0.001). Hence, being employed was also a factor in the overall knowledge of HIV/AIDS and risk factors among the participants of this study. Table 3 presents the results obtained from a Likert Scale which was collapsed into "most likely" and "most unlikely" responses to assess respondents' attitude towards HIV/AIDS. On questions regarding respondents' ability and personal assertiveness to talk to male partners about their personal "sexual likes" and "dislikes" prior to sexual intercourse, over 81% vs. 70.6% of Baltimore and Dover respondents, respectively, were in affirmative regarding negotiating skills and ability to communicate with casual sex partners prior to intercourse and the differences were statistically significant (p < 0.001). Moreover, prior to initiating sexual intercourse, Baltimore subjects were more likely than their Dover counterparts, to ask their sexual partners about their sexual likes and dislikes (81.4% vs. 70.6%, p < 0.001), or ask whether the partner uses condoms in every casual sexual intercourse (39.4% vs. 29.1%, p < 0.027); or would leave it up to the partner to decide whether or not to use a condom (53.30% vs. 33.7%, p < 0.001). However, on the questions of the potential sex partner shooting drugs or having sex with men who shoot drugs, our findings revealed that Dover respondents were more likely than their Baltimore counterparts (39.4% vs. 29.1%, P <0.001) to ask their potential partners these important questions. In regard to individual personal relationship with sex partners, respondents of Dover were more likely than those of Baltimore to discontinue their relationship if their partners tested positive to HIV (65.8% vs. 53.5%, p < 0.001), and would only use condom during sex if their partner appears to have HIV/AIDS (67.5% vs. 55.6%, p < 0.001). This response was not surprising given the findings of similar studies elsewhere, among African Americans men and women, in recent years [9, 23, 24] . Therefore, their over-reliance on Implicit Personality Theory (ITP) here, to identify AIDS victims, was not only misleading, but also dangerous to the community under study. Williams and associates [9, 36] maintain that the use of IPT for ascertaining a partner's HIV/AIDS risk "is extremely unreliable and potentially fatal" because the only way to accurately determine someone's HIV/AIDS risk is through knowledge of that person's HIV serostatus. Accordingly, over half of the urban women in each of the two study sites (56.9% Baltimore vs. 58.2% Dover, p = 0.375) were of the opinion that teachers, doctors, nurses and other professionals should be relieved of their jobs if they test positive to HIV or develop fully diagnosed AIDS. These responses obviously have high negative implications for HIV/AIDS stigmatization intervention strategies in African-American community.
Knowledge/Awareness
Attitude/Feelings
Sexual Behavior/Practices
Bi-variate analyses of the independent variables relating to participants' sexual behavior are presented in Table 4 . On the question of maintaining monogamous sexual relationships, our analysis on behavior further revealed that the mean number of sex partners among the subjects in the two urban communities in the previous twelve months, was 6. However, this was not statistically significantly different between the 2 sites. No statistically significant differences were also observed between the sites on condom use during every casual sex, and on the use of alcohol/drugs as aphrodisiac prior to sex. Further, about one out of every four respondents reported having one sex partner in the previous 12 months.
Moreover, residents of Baltimore were more likely to have sex with one person than their Dover counterparts (34% vs. 19%, p < 0.001). In addition, residents of Baltimore were more likely to knowingly have sex with an individual who shoots drugs compared to their counterparts in Dover (55.1% vs. 44.9%, p = 0.025). However, a very high proportion of the women in Baltimore (85%) and Dover (97%) did not feel comfortable, knowingly, having intercourse with partners infected with either HIV or other sexually transmitted infections. Finally, sexual orientation of the women did not indicate homosexual or bi-sexual tendencies in the two unequal inner-city communities.
DISCUSSION
Interest in the disparity of health care services for the poor and ethnic minorities in the United States and, indeed, the problem of HIV/AIDS among African Americans within the past decade have supported the need to reform the nation's preventive health services. These inequalities, which have been the cornerstone of the US Healthy People 2010/20 national health objectives, include health and social outcomes such as poor quality of life and high mortality rates, poverty, lack of accessibility to and appropriateness of care, and the' prevalence of certain degenerative conditions and infectious diseases, including AIDS. The dearth of preventive health services for the high-risk groupsadolescent and young adult African American women and their children is critical in terms of early HIV/AIDS intervention programs, as well as effective substance abuse treatment, education, and counseling services. The epidemic nature of the disease among this highrisk group poses the concerns of African American women's rights and underscores their physical, emotional, and socio-cultural vulnerability to HIV/AIDS.
A number of studies have revealed significant differences in socioeconomic status (SES) and its effects on health-protective behavior and promotion among races, genders, and different age groups, while national and local health statistics-have shown large deficits for ethnic minorities and the poor [25, 26] . Theories have also been developed and tested for attitudes, knowledge, and behavior of women for the prevention and risk reduction of HIV/AIDS in rural and urban settings [27] [28] [29] . Development of these concepts have been generally based on research-driven knowledge of the pathophysiology of HIV/AIDS and some psychosocial dynamics of transmission rooted in knowledge, attitude, and behavior [29] [30] [31] . However, few studies have examined and compared patterns of knowledge, attitudes, and behavior regarding HIV /AIDS among major metropolis and minor urban African American women of relatively similar ages, educational levels, and socioeconomic status [30] .
This study identified some key similarities and differences between the two un-identical US urban populations of Baltimore (large metropolis) in Maryland and Dover, (smaller urban center) in the State of Delaware. First, the majority of respondents in both population groups were relatively young, poor, and mostly divorced or never married, African American women, aged between 18 and 60 years (median age < 28 years). Secondly, the women from smaller urban community of Dover had a higher level of education and were more knowledgeable about HIV/AIDS/risk factors than their urban counterparts in larger Baltimore metropolis. Further, education and age were correlated with the overall respondents' levels of knowledge and attitudes about HIV infections. This, however, was not surprising given the results of similar studies carried out elsewhere on the subject in recent years [2, [22] [23] [24] . The positive effect of age on the respondents' attitudes, knowledge, and behaviors may be explained, in part, by the possibility that the older respondents may have had more time, and experiences to transition through the Transtheoretical Model of Behavior Change (TTM) from pre-contemplation to contemplation, action and maintenance stages of change [32] . These factors may, therefore, need to be studied in greater depth within the population, to determine their complex relationship, and the impact of their eventual outcomes on the behavioral change process.
The current rates of HIV infections in the two study sites, though significantly reduced among other ethnic groups, have continued as a major health problem facing African American women and men in most innercity and rural communities across the United States. The changing rates of HIV infections in our study sites, to a large extent, depend not only on factors that influence the average rates of exposure of susceptible persons to infected ones, but may also depend on the rates of acquisition of infection by those exposed, as well as, the transmission and duration of infectivity among heterosexual and homosexual African Americans [33] . Other factors responsible for this development include poverty, ignorance, myths and misconceptions about health-related issues, psychoactive drug use, and life in the street, incarcerations, and related commercial sexual behavior.
While African American women, as well as, men might not have been placed at risk of HIV infection because of their ethnicity, St Lawrence and associates [34, 35] , however, believe that race and ethnicity may be a reflection of the socioeconomic and cultural disparities that are associated with HIV transmission. For instance, in the sample we analyzed, there were no differences in income dimension between the two groups, whether they resided in a small urban community such as Dover or a large metropolis of Baltimore, as the majority of respondents in this study (88.43%) were either at or below poverty level. There was also a sharp contrast in the employment dimensions among the women (Baltimore metropolis, 53% unemployed, vs. Dover urban, 41% unemployed), who, although unemployed, faced different social choices, high-risk behaviors, and unhealthy lifestyles.
Third, although respondents from Dover had higher level of education, and were more knowledgeable about HIV/AIDS and related high-risk behavioral factors than those from Baltimore, their knowledge in this study did not translate into safer sexual practices for the prevention & control of HIV/AIDS in their community. For example, our results revealed that AfricanAmerican women in Dover (81%) were more likely than those of Baltimore (66%) to have sexual relations with more than one male partner in a 12-months period. Furthermore, approximately, 68% of Dover subjects vs. 46% Baltimore respondents had indicated that they will only use condoms during intercourse if their male sexual partners appear have HIV or AIDS. Therefore, our subjects' overreliance on Implicit Personality Theory (IPT) to identify HIV/AIDS patients was not only misleading but also dangerous to the community under study. Williams and associates [36] maintain that the use of IPT to identify a partner's HIV/AIDS risk "is extremely unreliable and potentially fatal" because the only way to accurately determine someone's HIV/AIDS risk is through knowledge of that person's HIV serostatus. They further opined that health-promotion efforts to reduce AIDS risk behavior among individuals must expose the ineffectiveness of their use of IPT to assess the riskiness of partners/potential sex partners. IPT judges an individual's riskiness of health threats based on his/her perception of a partner's appearance -how well he/she dresses, how nice-looking he/she is or where he/she resides (urban vs. rural).
Finally our analysis on behavior/practices further revealed that the mean number of sex partners among the subjects in the two unequal urban communities in the previous 12 months was 6 . This was in contrast to recent studies by Williams, Ekundayo, Udezulu, et al. [9] and; Williams & Ekundayo [33] indicating a mean of 3.5 and 4 sex partners, respectively, for urban AfricanAmerican females in Baltimore during the same period. However, a significant number of the urban women in our two study sites, respectively, reported having one sex partner in the previous 12 months.
LIMITATIONS
There were a number of limitations to this study. First, our comparisons within the population and generalizability could have been more enhanced if cases were matched within the populations. This could have allowed for a determination of whether there were real differences within the sample population and helped to compare them with other ethnic communities. Second, a convenience sampling of the respondents was conducted, and the analyses could have benefited more from a larger sample size or a randomized selection approach that would better fit the theorem of central limits. Third, although the surveys addressed knowledge and attitude differences among the urban women, they did not address behavior similarities between the different age and educational groups even though they face different life choices. Fourth, differences in the data obtained from official and semiofficial health agencies in Maryland created difficulties in determining a reliable baseline for the distribution of HIV/AIDS in the Greater inner-city Baltimore, as well as comparing them with those of smaller urban center of Dover, Delaware. Finally, the precision of the questionnaire used, though valid for cultural, gender-specificity, and sensitivity, may not be so for the life-choice decision making in complex situational dynamics, regardless of gender, culture, race or socioeconomic status.
One of the most disturbing aspects of our findings was the high level of ignorance, ambivalent attitudes, mistrust and misconceptions by the respondents regarding various aspects of intervention practices and lifestyle factors toward HIV infection in the two urban communities. Such negative attitudes have been documented in the past to have hindered efforts to positively engage African American communities in meaningful HIV/AIDS prevention [30, 31] . There are also other evidence that these ambivalent attitudes, high-risk sexual practices and mistrust can blunt the effectiveness of health promotion and other HIV intervention programs that are sponsored by federal, state and local health institutions [33, 34] . Overall, in this study, the use of condom to prevent HIV and absolute knowledge about HIV/IDS and risk-factors were relatively low. However, while the women did not seem to feel being particularly susceptible to HIV/AIDS, a large proportion of the respondents understood the seriousness and complications of HIV/AIDS in their respective communities. Again, although the level of knowledge of HIV/AIDS was higher among subjects in smaller inner-city Dover, than those of greater Baltimore metropolis, the overall respondents' beliefs, attitude/feelings, behavior and potentials for behavioral change did not differ significantly among the women in the two un-identical urban communities. Studies with wider population samples have been advocated.
In conclusion, this study undoubtedly has major implications for specific educational programs to contain the unabated HIV/AIDS epidemic not only among African American women but also the generality of people of color in the two study sites. Therefore the intervention program when developed and implemented must aim at modifying the community atrisk behavior, taking into account the cultural and behavioral patterns, socioeconomic factors, social norms and ethnographic infrastructure of the minority communities of Baltimore and Dover. Hence, there is the need to (a) develop a special network of community groups and public health practitioners to design effective health promotion and education programs for the prevention and control of HIV/AIDS in Baltimore and Dover (b) increase ethnic minority access to HIV/AIDS testing and treatment of other STIs, (c) strengthen the existing reproductive health education/services (d) strengthen the existing incidence data collection system to include sex partners, psychoactive drug abusers, risky sexual behavior and lifestyles factors as well as economic and social pressures of the community and (e) employ and deploy more minority health education/promotion practitioners for effective evidenced-based culturallysensitive health education in minority communities towards HIV/AIDS prevention and risk reduction activities.
